IntrODuCtIOn
Patient-centred care (PCC) is widely accepted as a core value of primary care. 1 Family doctors often develop long-standing therapeutic relationships with their patients, which they build through many different encounters. 2 Over the course of these encounters, they become familiar with their patients' personalities and get a more in depth knowledge of their illness narrative. 3 One of the most established models of PCC is the patient-centred clinical method (PCCM) developed by Stewart and her team. 4 The PCCM was developed as a clinical model for teaching and training students but it also entails qualitative tools and quantitative measures to study the concept of PCC in the clinical practice. The PCCM proposes four interactive components: exploring the health, disease and illness experience; understanding the whole person; finding common ground and enhancing the patient-doctor relationship. 4 The Institute of Medicine (IOM) acknowledges PCC as one of the six key objectives to improve healthcare. 5 As such, the IOM explicitly considers PCC as a domain of quality. 5 If we want to further explore whether and how PCC can perform as a quality indicator, there is an urgent need to better understand the Open access processes of PCC. This is especially important in an era of increasing pay for quality and the introduction of pay for performance systems. 6 When looking at current indicators of quality of care, for instance, in the UK Quality and Outcomes Framework, 7 there is an emphasis on disease-specific indicators, which do not always enhance patient-centred approaches in healthcare. For instance, the quality indicators for chronic obstructive pulmonary disease management are mostly based on whether the patient has had a spirometry, has had an oxygen saturation measurement recorded, has had an assessment of breathlessness or has had influenza immunisation, while not a single indicator directly pertains to patient experience or impact of the illness on the patients daily life. 7 A potential process measure for primary care is the therapeutic alliance, which has been closely studied in the field of psychology. The 'Working Alliance' is a concept that was proposed in 1979, which consists of three main components: the agreement between patient and therapist on treatment goals, the agreement on which tasks or interventions are necessary to reach these goals and the affective bond between patient and therapist. 8 The Working Alliance has been studied in a variety of healthcare settings, including psychotherapeutic and physiotherapeutic rehabilitation, where a strong alliance was found to be associated with better treatment outcomes, as well as better quality of life. [9] [10] [11] In the original work from psychology, the Working Alliance Inventory (WAI) was completed by both the psychologist and the client. However, there was low correlation between family doctor and patient scores when used in primary care 12 and this mirrors discordant findings in other measures used in primary care. 13 14 For this reason, we are most interested in the patient's perception of the therapeutic alliance and have proceeded with that measure alone.
A commonly used instrument to measure the therapeutic alliance is the WAI. Originally, this questionnaire consisted of 36 items, but was revised to the 12-item WAI Short Form Revised. 15 16 The questionnaire covers the three areas defined in the original Working Alliance framework: goal, task and bond. 8 An adaptation of the WAI specifically for use in primary care, WAI for General Practice (WAI-GP), was developed in Australian primary care and its psychometric properties were found to be valid in that setting. 17 18 The link between a strong therapeutic alliance and improved patient health outcomes in psychology holds great promise for primary care. The WAI-GP has already been found to have concurrent validity for measures of shared decision making, depth of relationship, patient centredness and empathy. 17 18 This exploration is important if the WAI-GP is to be used in primary care research to determine if the patient measure of the WAI-GP is responsive to changes in the primary care context as well as applicable in an international healthcare setting. Most research on the doctorpatient relationship in healthcare focuses on solely the 'bond' section of the alliance (warmth and respect).
Looking at measures beyond the doctor-patient 'bond' as we see increasing interprofessional collaboration and task shifting in primary care. This is especially true for patients with chronic conditions when "goal' setting and decision on 'tasks' may be important for primary care effectiveness.
In this study, we aim to measure the therapeutic alliance in consultations between patients and family doctors in Belgium, and explore which provider characteristics (age, sex, years in practice), patient characteristics (age, sex morbidity), contact characteristics (consultation or house call, number of contacts per year, reason for encounter) and relationship characteristics (duration of the therapeutic relationship, patient preference) are associated with the strength of the therapeutic alliance according to the patient's measure.
MethOD
We conducted a cross-sectional survey study assessing the correlation between WAI-GP-scores and patient, physician and consultation characteristics in consultations between a patient and their family doctor in Belgium.
The WAI-GP has been validated for primary care in Australian GP where it was found to have concurrent validity with measures of shared decision making, depth of relationship, patient centredness and empathy. 17 18 First, the WAI-GP was translated by means of backwardforward procedure by two independent interpreters to get the final version of the Dutch WAI-GP (online supplementary appendix A). The WAI-GP consists of a doctor and patient questionnaire, and has 10 and 12 questions, respectively. Each question is scored on a 5-point Likertscale, varying from 'rarely or never' (1) to 'always' (5) . In this study, it was decided to use the total WAI-GP score, and not the subscores of the task, goal and bond areas.
We added a second survey to the WAI-GP to collect provider characteristics (age, sex, working experience), patient characteristics (age, sex, morbidity), contact characteristics (type of contact, reason for encounter, annual number of contacts) and variables relating to the patientdoctor relationship (duration of the therapeutic relationship, whether the patient has a preference for a certain doctor and whether they got to consult their preferred doctor) (online supplementary appendix A).
The Dutch WAI-GP survey was administered in four GPs with the goal of including a minimum of 150 patientdoctor dyads. A statistical consultant suggested that 150 dyads would be enough to detect the differences we were interested in. The included practices consisted of two solo practices; one duo practice with two family doctors and two residents and a group practice with four family doctors. Consultations in patients under the age of 18 and patients who were unable to provide informed consent were excluded.
The patients were informed of the study by a poster displayed in the waiting room, starting from May 2018. From July to September 2018, a family doctor trainee was present in the practice 1 day a week and invited every third consulting patient (in practice visits and house calls) to participate. Before being given the questionnaire, the patients received the study information both verbally and in writing via the informed consent form, and a researcher was available for further questions while they filled out the survey. The survey data was deidentified, coded and processed in SPSS. The associations between population characteristics and the WAI-GP score were assessed using Spearman correlation (for correlation of the WAI-GP with patient and GP age) and Mann-Whitney U or Kruskal-Wallis tests (for correlation with the remaining categorical variables). A p<0.05 was considered statistically significant.
Patient and public involvement statement
Patients were not involved in the planning or conduct of this specific research project.
reSultS
Data were collected for 170 contacts (table 1). Two consultations were excluded because of missing data. Ten family doctors participated aged between 24 and 63 years, 30% were male, 70% had more than 10 years of working experience. The number of included consultations per family doctor ranged from 14 to 30 consultations, with the exception of one of the physicians with three included consultations.
A total of 170 patients participated in the study. The mean age was 54.4 years, ranging from 18 to 92 years. Almost two-thirds (64.1%) of the included patients were female.
81.2% of the contacts happened in the practice, with the main reasons for encounter being treatment and diagnosis. About half the patients (47.6%) visit with their doctor less than five times a year, while 22.9% is seeing their physician more than 10 times a year on average.
Nearly 40% had been consulting with their current doctor for over 10 years. Seventy per cent of the patients responded that they had a preference for a certain doctor in their practice and almost 90% of these patients with a preference saw their preferred physician in the study consultation.
The median WAI-GP score was 4.5±0.62, with 7.6% of the patients giving the maximum score of 5 on all questions.
The age of the doctor was not significantly correlated with the WAI-GP (table 2) . However, the sex of the family doctor was significantly correlated with the patient WAI-GP score (p=0.008)-male physicians generally received higher scores than their female colleagues. No significant correlation was found for the number of years of experience of the doctor.
The patient's age significantly correlates with the patient WAI-GP score (p=0.000), older patients give higher scores than younger patients. The patient's sex was not significantly correlated with the WAI-GP. The type of contact (house-call vs in-practice consultation) was not correlated with a difference in WAI-GP scores, nor was the annual number of contacts or the reason for encounter. However, when looking at the number of contacts concerning a chronic illness, patients who consulted their doctor more than ten times a year did score significantly higher than patients who consulted less often, or patients without chronic illness. There was no significant correlation found for the duration of the therapeutic relationship, or patient preference for the doctor that they saw.
DISCuSSIOn
The median WAI-GP score was 4.5±0.62, male physicians received higher WAI-GP scores than their female colleagues and older patients tended to give higher scores than younger patients. When looking at the total number of contacts per year, no significant correlations could be found, however, when looking at the number of contacts concerning a chronic illness, we did find that a higher number of contacts was correlated with a higher WAI-GP score. This seems to indicate that a closer contact between patient and provider contributes to a stronger therapeutic alliance.
When we compare this to the mean scores found for the WAI-Rehabilitation Dutch version (WAI-ReD) in physical rehabilitation (4.2±0.7), 19 the WAI in psychiatric rehabilitation (5.64±0.75 this study used a 7-point Likert scale, readjusted for a 5-point scale this would compare to a 4.02±0.53 mean) 20 or the physician-patient working alliance in rheumatology (70.74±11.73-this study used the total score and a 7-point Likert scale, readjusted for a 5-point scale this would compare to a mean of 4.21±0.69), 21 we can conclude that the strength of the therapeutic alliance in family medicine is comparable to that in other healthcare fields. The study on the WAI-ReD found a 8.7% ceiling effect, 19 which is comparable to the 7.6% that was found in this study, and indicates that the WAI as a measure has a low occurrence of response bias.
Our finding that male physicians scored more highly mirrors other research in patient ratings of their physician's care. 22 A study in gynaecology showed that female gynaecologists were 47% less likely to receive top patient satisfaction scores compared with their male counterparts, 23 and male physicians were credited with being more patient-centred than female physicians, even though female physicians tend to be more patient centred overall. 24 These results indicate a certain bias with regard to female physicians that should be taken into account when using therapeutic alliance or patient satisfaction as a measure for quality of care. This has implications as more health systems use various patient satisfaction or other patient reported outcomes in the measurement of quality in healthcare. We suggest that future use of this and other patient-reported outcomes specifically look at correlation with the gender of the physician to detect bias.
A study in an outpatient spine clinic found that younger patients gave lower patient satisfaction scores, 25 and a UK patient experience survey also showed that the likelihood of positive responses increased with age. 26 These findings are in line with our own study results, and indicate that we should be careful when comparing patient scores for different age groups and as a marker for quality healthcare.
The number of contacts is representative of provider continuity and continuity of care. Multiple studies have shown that a higher continuity in family medicine is associated with better outcomes-through improved preventive Open access healthcare 27 and more adequate cancer screening 28 -and lower total healthcare costs. 29 30 Our own study has found that patients who see their doctor more frequently had a higher measure of therapeutic alliance, but there was no correlation with the length of time the patient had known their doctor. These results seem to suggest that provider continuity needs to be promoted further to improve the quality of primary care.
Although 170 patients is a reasonably sized group, 10 doctors and 4 practices is a rather small study sample, so any results from this study should be interpreted with that in mind. During the study, some questions of the WAI-GP were misinterpreted or difficult to understand for some patients. We would like to perform cognitive interviewing with patients both in Belgium and Australia to explore the deeper understanding of the questions. Moreover, not all relevant variables could be included in the questionnaire due to the risk of it becoming too extensive, so it is possible that there are relevant demographic or consultation characteristics that we were not able to explore.
The result of finding higher WAI-GP scores for patients with chronic conditions who see their GP more than 10 times a year could be further explored with an in-depth qualitative inquiries of these consultations with a high therapeutic alliance. Identifying and describing the necessary skills could help us to train family physicians in the right techniques to facilitate or enhance their therapeutic alliance with patients. It would also be relevant to explore the effect of therapeutic alliance as measured by the WAI-GP on long-term health outcomes.
Additionally, it could be useful to include physicians, and other healthcare providers in the primary care settingsuch as nurses, physiotherapist, dietitians-to examine whether there is a difference in the determinants of the therapeutic alliance, and whether the same techniques might be used to improve their patient-provider relationships. Lastly, if we wish to explore whether the WAI-GP could be used as a quality indicator for processes of PCC, further research will be necessary to better understand how the measure performs in relation to variables that are beyond control such as the sex of the physician and age of the patient.
PCC is related to better health outcomes, greater patient satisfaction and reduced healthcare costs. If we want to think about incentives for PCC performance, we need to study the processes of patient-centred care, their determining factors and how to enhance them. Family medicine provides an interesting context to explore and study these processes of PCC, and more specifically, the development of the therapeutic relationship. This study showed that a higher number of contacts in patients with a chronic illness was related to a stronger therapeutic alliance, more specifically patients who had to consult their GP more than 10 times a year tended to score significantly higher than patients who consulted less. Additionally, we found that female doctors tended to receive lower scores, and younger patients tended to give lower scores.
The WAI-GP is a promising measure as a quality indicator for processes of PCC. In future research, we suggest that attention is given to assess how unmodifiable variables (eg, sex of the physician, age of the patient) relate to the patient measure of WAI-GP, as well as variables related to building continuity of care.
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